It was refreshing to read Dr Field's forthright personal paper (January 1999JRSM, pp. 35-37). May I join my voice to his. PTSD is a neurotic, categorical psychiatric diagnosis and unusual amongst them in offering an aetiology for its genesis; strangely, however, in most cases exposure to traumatic events accounts for only some 35% of the variance of the condition. Of equal importance are individual pretraumatic factors such as previous history of psychiatric illness, abusive upbringing, personality difficulties and genetic predisposition. As in most non-psychotic disorders the genesis of PTSD is multifactorial and we must not forget that categorical diagnoses, being generally based on symptoms, are hypothetical, experimental and liable to change.
PTSD is one of the few psychiatric labels without stigma, a 'not my fault' diagnosis. It may well be 'not my fault', but attribution of blame to others can fix individuals in a victim role out of which even vast compensation cannot pull them. We live in a culture of blame, and there is plenty of money in this diagnosis. Another reason for the high prevalence is the ubiquity of the symptoms. It is possible to have all of the symptoms of PTSD following the break-up of a love affair, but very few people get PTSD in these situations. Indeed it is a constant finding that exposure to trauma of varying severity and duration does not consistently predict who will develop problems. Most individuals do not: now that is interesting (but financially unrewarding). In my view, such post-traumatic stress reactions (PTSRs) are very common, indeed a normal human experience, rather like grief in that only a few people go on to develop mental illness. I believe PTSD has come to describe normal reactions and to be seen as the only psychiatric reaction to trauma. However, those with a diagnosis of PTSD usually fulfil the criteria for two or three other psychiatric illnesses. There is a danger in applying the label PTSD if other psychiatric illnesses are overlooked. PTSRs are similar to grief in that they follow loss. Loss of control, of existential omnipotence, of faith in the constancy and non-random nature of life; loss of innocence in witnessing gruesome events; loss of faith itself; loss of body image and so forth. And, as with grief, a process has to be 'worked through' to assimilate the loss and to accommodate to new realities.
Change following trauma is inevitable, and unless it is accepted the process of healing cannot be started let alone completed-in much the same way that bereavement cannot start until death is accepted. Furthermore, help should be sought from family and friends before professionals. A healing and accommodating post-traumatic environment is helpful but not always available. If this environment is unsupportive or hostile, when coupled with the tendency to avoid talking about trauma, it can lead to the isolation of individuals and further difficulties. There is usually a time when individuals wish to talk about their experiences and we should respond to this normal human reaction with compassion and support, not by encouraging litigation or rushing in with hordes of counsellors.
If we wish to avoid stigrnatizing survivors, encouraging, dependency and ignoring the philosophical and spiritual aspects of traumatic events, let us not overuse PTSD to describe normal psychological reactions.
(The views expressed here are my own, and should not be taken to represent those of the Ministry of Defence.) I P Palmer Department of Psychiatry, Royal Defence Medical College, Fort Blockhouse, Gosport, Hants P012 2AB, UK
The causes of seasonal variation in births Kaye Wellings and her colleagues (February 1999 JRSM, pp. 60-64) provide a wealth of data to suggest that in England & Wales there is an increase in sexual activity around the Christmas period. During the first half of the 20th century, the seasonal pattern of births in European countries showed a major peak in the spring and a minor peak in the autumn. In contrast, the pattern in the USA for the past 150 years has been of a minor peak in the spring and a major peak in the autumn. More recently in England & Wales and several other European countries the pattern has come to resemble that in the USA. In an attempt to explain this curious change in the seasonal pattern of European births, I suggested that the level of autumn births reflects the difference between the proportion of couples who are together at the preceding Christmas (and in the USA at Thanksgiving) as contrasted JOURNAL OF THE ROYAL SOCIETY OF MEDICINE Volume 92 April 1999 with the proportion of couples who are together at other times1. I noted that the number of couples who are together over Christmas is augmented by (a) an increment in which one or other partner would otherwise be away from home on business and (b) another increment in which separated spouses arrange to meet and suspend hostilities over the festive season 'for the sake of the children'.
I suggest that where the USA led in these two respects, Europe is now following. The importance of the paper of Wellings et a]. lies in its direct data suggesting that sexual activity is associated with Christmas. However, though these workers acknowledge my explanation, they write: 'The effect of festivals on fertility has been interpreted largely in the context of merry-making. The period from Christmas to the New Year is associated with increased opportunities for socializing and a generally more hedonistic approach to life'. If that were the sole explanation of the autumn peak in births, one would have to interpret the USA as being more hedonistic than Europe across the years 1850-1950. The novels of Henry James and Edith Wharton suggest otherwise. Hospital consultants' views on homoeopathy Dr Chandola and colleagues present a sympathetic view of the use of complementary medicine by patients attending musculoskeletal clinics (January 1999 JRSM, pp. 13-16).
While general practitioners' views on complementary and alternative medicine have been explored from as early as 19831, little has been published about the attitudes of their hospital colleagues. We conducted a small study to determine hospital consultants' views on and knowledge of homoeopathic medicine and its availability within the National Health Service. An anonymous questionnaire was sent to all 64 permanently based consultants in West Dorset (21 surgeons, 18 physicians, 7 anaesthetists, 6 psychiatrists and 7 non-clinical specialists) and 63 were returned completed. The questions and answers were: The 98% response rate (probably attributable to the fact that one of us is a local GP) means that the results give an accurate view of consultants' attitudes to homoeopathy in this district. The general lack of knowledge of homoeopathy was to be expected, although it is perhaps a little more surprising that most of these doctors did not know that homoeopathy is available to their patients on the NHS through five hospitals. What was very unexpected was the fact that a quarter of the consultants had themselves taken homoeopathic remedies; furthermore, just under half would consider using homoeopathy when appropriate as a treatment option for themselves or their family. Perhaps the fact that over half of the consultants would like this therapy available within NHS care and a further 8% said they would consider it if evidence was more forthcoming, shows the impact of the evidence currently available2. Their attitude would suggest that the empirical evidence of effect from clinical trials is outweighing the problem of a lack of a known mechanism of action.
Over a decade ago an anonymous questionnaire revealed an as yet unexpressed interest in the unorthodox in primary carel, and our results now point to similar interest among doctors in the hospital environment. David Reilly Glasgow Homeopathic Hospital, 1000 Great Western Road, Glasgow G12 ONR, UK
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